Abstract
Background
Malaria is endemic across ten countries in Southeast Asia, affecting 2.31 billion people [1] . In 2011, 2.7 million cases and over 2000 deaths were reported, where India, Indonesia, Myanmar, and Pakistan accounted for over 85 % of the reported cases and deaths. In the Greater Mekong Subregion (GMS), the burden of malaria is highest in Myanmar where it remains a significant public health problem. According to the World Malaria Report country profile information of Myanmar, 16 % of Myanmar's total population lives in high transmission areas (defined as >one case per 1000 population) [1] . Moreover, 62 % of the population in the country lives in malaria-risk areas (21.4 % in high risk, 17.9 % in moderate risk, 22.4 % in low risk areas). According to the Myanmar National Malaria Strategic Plan 2010-2015, the number of malaria cases reported by the National Malaria Control Programme (NMCP) are only confirmed cases where diagnostic services are available [2] . There are a number of villages that still do not have access to malaria diagnosis and treatment, especially in hard-toreach areas where malaria transmission is probably the highest. In addition, there is a critical lack of data reported from the private sector and the traditional or informal sector. Therefore, the incidence of malaria reported by the NMCP is mostly likely an underestimate.
To prevent malaria, the World Health Organization (WHO) has emphasized that early diagnosis and prompt treatment should occur within 24 h of onset of symptoms to decrease risk of severe complications and onward transmission [3] . Appropriate treatment-seeking behaviour and easy access to health services are important components vital to their success [4] . Specifically, it is recommended that patients should seek medical treatment following the onset of fever, a common symptom of malaria. A few studies that examined treatment-seeking behaviour among people infected with malaria in Bangladesh reported that treatment-seeking behaviour was: associated with: socio-economic status; that children from the poorest families were least likely to seek care from trained providers [5] ; proximity to health facilities [6] ; accessibility to trained providers [7] ; availability of transportation [8] ; and, knowledge of malaria, where people who were exposed to mass media or any information sessions were more likely to seek care from trained providers [8, 9] .
These barriers to treatment-seeking present special challenges to malaria prevention and control in Myanmar as people at the highest risk and most affected are usually rural and poor. Malaria is endemic in rural areas, where approximately 70 % of Myanmar people live, including living in close proximity to forest and its fringes. Houses located within 1 km of the forest are at particularly high risk. Within Myanmar, the Eastern region has a high disease burden especially among children and this likely constitutes a source of infection for neighbouring regions [10] . It is important to examine health-seeking behaviour for malaria, including its symptoms (i.e., fever is one of the major symptoms of malaria in the region), among rural populations in order to develop better strategies to ensure early testing and treatment and ultimately elimination of malaria in Myanmar. In this paper, determinants of seeking treatment for fever from trained providers across rural and urban areas in Eastern Myanmar were assessed.
Methods

Study location
This study was conducted in the Eastern part of Myanmar where malaria is endemic. The study area consisted of 64 townships with an estimated six million population, where Population Services International (PSI) had worked with private sector suppliers and providers to rapidly replace widely available oral artemisinin monotherapy with highly subsidized, quality assured artemisinin-based combination therapy (ACT). At the same time, PSI had invested in massive behavioural change communications (BCC) activities, targeting both consumers and providers, which supplemented the supply chain replacement activities, with the ultimate aim of halting the spread of artemisinin-resistant Plasmodium falciparum in the region. As a part of a larger evaluation study, this survey was conducted among the 64 townships where PSI carried out the above intervention activities.
In Myanmar there are 14 states/regions, each comprised of 20-25 townships. Township level is the most common administrative unit, and there are 330 townships. A typical township consists of a small urban area/ town and vast rural area. All the township level administrative bodies and structures are situated in urban areas. Urban areas consist of three to ten wards, while rural areas consist of 15-30 village tracts. Usually the urban area of a township has one urban health centre, one township hospital, a number of general-practitioner clinics, pharmacies, and general retail shops. The rural area has one rural health center per four to five village tracts, a sub-centre (health) per village tract, many community health workers, and general retail shops.
Study design and recruitment
A cross-sectional survey was conducted during the malaria high seasons in eastern Myanmar between August and September 2014. Using multi-staged cluster sampling, 13 townships among the 64 were selected, using probability population to size (PPS). In each selected township, four wards and four village tracts were selected with PPS. In Myanmar, each township is composed of an urban area which is sub-divided into wards, and a rural area which is sub-divided into wider village tracts where an estimated 70 % of population lives. The survey team mapped households in each selected township and 45 households in each cluster were selected using systematic random sampling. Among the 4680 households selected, household members or their family members who had had fever in the previous 2 weeks were interviewed. Specifically, the respondents were asked if they suspected the fever was malaria related. As malaria is well known in the study area, people generally first think of malaria whenever they have fever, especially when it is accompanied with chills and rigours. Of 640 household members who had fever, three declined interview (decline rate = 0.46 %) (Fig. 1) . The respondents were the caregivers if the fever cases were under 15 years old. Trained interviewers explained the purpose of the study to each respondent and obtained verbal consent from a representative of the household, who was either the head or spouse of the head to be interviewed. When those people were not available, one of the adult members of the household was selected to be interviewed. Face-to-face interviews were conducted by trained interviewers with structured questionnaires and were conducted either in Myanmar or a local language.
Measures
Demographic information, including age and gender of fever cases, education, and occupation of main household earner, and the total number of household members, was collected. Ownership of household assets was asked to calculate the wealth quintile. Questions of health-seeking behaviour for fever suspected of malaria included if and where treatment was sought, timing of seeking treatment (within vs over 24 h), primary reasons of choosing providers or not seeking treatment, waiting time at provider, estimated amount of money spent for treatment, perception of provider's dealing, satisfaction with provider, and knowledge of malaria diagnosis and treatment. Respondents were also asked what types of providers they sought for themselves or their family member when they had fever. In Myanmar, the following types of facilities/providers were considered as trained: (1) public health facilities, including public hospitals, township health centres; (2) private health facilities, including health providers from worksites, general practitioners, and Sun Quality health clinics (SQH), a social, franchised network of 1400 private general practitioners' clinics in Myanmar); and (3) community health workers. Retail outlets such as pharmacies that are licensed to sell drugs, drug stores which are not licensed, grocery or village shops where people can buy drugs, and itinerate drug vendors, informal providers and 'quacks' are considered untrained.
Data analysis
CSPro software was used to enter data and the datasets were later converted to STATA version 13.0 for analysis. Chi square tests were conducted to compare differences in socio-demographic characteristics and treatment-seeking behaviour between urban and rural households. To identify independent correlates of seeking treatment for fever from trained providers, bivariate analysis was first conducted where correlates with p values less than 0.2 were entered into a multivariate logistic regression model. The independent variables included in the final model were urban/rural residency, age of fever cases, education of the main household income earner, occupation of the main earner and malaria knowledge of fever cases or caregivers if the fever case happened to be under 15 years of age. The multivariate model did not include wealth quintile since it was collinear with urban/rural residency.
Ethical consideration
All respondents were informed of the purpose of the study. The respondents were fully aware that they had the right not to participate or to withdraw from the study at any time. Confidentiality was maintained at all steps of data collection. Participation was entirely voluntary and verbal consent was obtained from all respondents. The project obtained ethical approval from PSI Ethical Review Board.
Results
Between August and September 2014, 4680 households were sampled as part of a larger study, with a total of 21,861 household members. Among those, 637 (2.9 %) respondents reported that either they or one of their family members had had fever two weeks prior to the interview. Compared to urban residents, rural residents who had had fever were more likely to be between the ages of 15 and 45 (30.8 vs 23.2 %, p = 0.033) ( Table 1) . Fever patients' household characteristics differed significantly as well. Compared to urban households, rural fever patients were more likely to have a main income earner with no formal schooling (25.2 vs 9.5 %, p < 0.001), a main income earner who was a farmer or fisherman (51.6 vs 22.5 %, p < 0.001), and had lower household socio-economic status (SES) (e.g., 30.4 vs 13.3 % at Level 1, p < 0.001). In terms of health-seeking behaviour, rural residents were less likely to have sought treatment outside of their homes (69.3 vs 82.2 %, p < 0.001) or have sought treatment within 24 h of fever onset (50.9 vs 59.4 %, p = 0.032). Among those who were treated at home, rural residents were more likely to use home remedies than urban residents (9.0 vs 2.9 %, p = 0.001). Knowledge Among those who sought treatment outside of their homes, urban people were more likely to seek treatment at trained providers than rural residents (65.1 vs 51.6 %, p < 0.001) ( Table 2 ). In terms of primary reasons Table 2 for choosing a provider, the most commonly cited reason for both urban and rural respondents was that providers were close by or easy to get to. However, urban people were more likely than rural residents to choose providers based on reputable quality service (23.6 vs 13.9 %, p < 0.001). Patients from urban households were more likely to perceive that the price spent at providers was expensive or very expensive compared to rural people (45.9 vs 30.5 %, p = 0.001). Over 90 % of both urban and rural respondents reported that they felt providers treated them with respect and were friendly. Among those who did not seek treatment outside of their homes, the most commonly cited reason was that their fever went away quickly (71.5 %).
In the multivariate analysis (Table 3) , rural residents were less likely to have sought treatment from trained providers (AOR = 0.60, 95 % CI 0.42-0.88; p = 0.01) while residents who had fever patients between the ages of five and 14 years (AOR = 1.60, 95 % CI 0.90-2.53; p = 0.05) and those who knew that sleeping under bed nets can prevent malaria (AOR = 2.08, 95 % CI 1.00-4.30; p = 0.05) were borderline more likely to have sought treatment from trained providers.
Discussion
This was one of the first studies to document healthseeking for fever among rural and urban populations in Myanmar. This study provided evidence that there was a significant disparity in seeking care from trained providers between urban and rural populations in Myanmar. This could be due to the fact that a majority of health facilities are located in urban areas [11] . Furthermore, the ratio of health facilities to population size is significantly different between rural and urban areas. According to the Myanmar Health System Strengthening Review Report, there was evidence that expansion of rural health centres (RHCs) increased to 4 % in 2012 compared to 2011; however, there was a downward trend in 2013 and 2014 [11] . On the other hand, hospitals in urban areas increased from 897 in 2010, 944 in 2012, to 1065 in 2014. In addition to lack of health facilities in rural areas, a significant proportion of respondents who sought treatment also thought that it was either expensive or very expensive. Among those who did not seek treatment outside of their homes, about a quarter thought that fever was not serious. Combined, these factors were significant barriers to accessing trained providers for rural populations and present challenges for early detection and treatment for malaria. It was also found that those who had greater knowledge of malaria transmission and prevention were over two times more likely to seek care from trained providers than those who did not have sufficient knowledge. Nyunt et al. also found that correct knowledge on causes of malaria was associated with increased use of health care centres [9] . Future efforts should focus on improving knowledge for malaria treatment and prevention, particularly in rural areas.
Contrary to intuition, caregivers who had older children with fever (5-14 years old) were more likely to see a trained provider compared to those who had younger children with fever (under 5 years old). A potential explanation for this finding could be that younger children tended to get sick more often than older children and parents tended to wait and try with some home remedies before seeking treatment outside.
There are several limitations to this study. First, some providers might have been misclassified in the analysis. The providers were categorized into trained vs untrained as reported by individuals suffering from fever or in the case of children, the caregiver of a sick child. In actuality, respondents may not know whether the provider was formally trained or not. However, the way the provider types were categorized is well established in Myanmar. Second, this study was conducted in eastern Myanmar and may not be generalizable to populations in other parts of country. Finally, the questionnaire asked about treatment-seeking behaviour for fever suspected of being malaria and was not able to confirm that respondents were referring to malaria fever only.
Conclusion
Despite the limitations, this study demonstrated that there were significant disparities in health seeking for fever between rural and urban populations in Myanmar. The findings have important implications for malaria prevention and improving the general health among rural populations in Myanmar. First, more health centres should be established and staffed with trained health workers in rural areas. These centres should be easily accessible to the most affected groups and charge lower fees for treatment. Health workers should be trained to be able to detect malaria fever early and provide proper treatment. Second, BCC campaigns, including mass media to disseminate behavioural change messages and peer-to-peer, small-section health talks, should be ongoing and tailored to target subgroups most at risk of malaria yet who lack knowledge of malaria prevention. Finally, a holistic approach to improving the health of rural populations should be adopted where infectious diseases, such as malaria, should not be the only focus.
